Skin involvement in Chronic Lymphocytic Leukemia (CLL) is rare and can present with very different lesions. Our case was a 51-year-old woman who had been followed without medication for 2 years with the diagnosis of CLL in an external center. Papillomatous lesions have developed in different parts of her face for about 1 year. Skin biopsy was performed 1 month ago and chronic lymphocytic leukemia infiltration was detected; so she was referred to our clinic. The patient with Rai stage II CLL refused to take chemotherapy for these lesions and was followed up regularly. In this case report, we emphasized that skin lesions which can present with very different forms should be kept in mind in terms of skin involvement in CLL patients, and also the alternative treatments were reviewed.
Introduction
Chronic Lymphocytic Leukemia (CLL) is the most common form of leukemia with an incidence of 4.2/100,000/year. The median age at diagnosis is between 67-72 years. 10% of CLL patients are younger than 55 years [1] . Skin involvement is seen in 4-20% of patients, and there is limited information in the literature on CLL patients with skin involvement [2] . The reported lesions are usually nodule, papule, plaque, ulcer, and exfoliative erythroderma in the head and neck region [3] .
In this article, we reported a 51-year-old woman who was diagnosed with CLL for 2 years and who had papillomatous skin lesions (the largest one was 1.5 cm in diameter) on the nose and cheeks.
Case Presentation
A 51-year-old woman was admitted to the hospital due to papillomatous lesions on her face for a year. Her past medical history was unremarkable except for that she was diagnosed with Chronic Lymphocytic Leukemia (CLL) in October 2014 (which was 2 years before our admission) and imaging tests for staging at the time of diagnosis showed as Rai stage 0. About 1 year after diagnosis; in September 2015, milimetric nodular le-sions developed on the cheeks and nose of the patient. Lymph nodes in the neck and abdomen developed 8 months after skin findings. Radiological examinations have been reperformed in May 2016 and showed as Rai stage II. Biopsy was performed from the lesion on the left cheek in October 2016 due to the progression of skin lesions. Upon that the result of biopsy was consistent with chronic lymphocytic leukemia infiltration, she was referred to our clinic ( Figure 1 ).
In physical examination which was made in admission to the hospital in December 2016, there were multiple papillomatous lesions (the largest one was 1.5 cm in diameter) on the nose and cheeks (clustered on the nose ridge) (Picture 1), a 1.5 cm right submental lymph node, a 2.5 cm right supraclavicular lymph node and bilateral cervical lymph nodes (the largest one was 2 cm in diameter). Moreover, the liver was palpable 2-3 cm below the costal margin and the traube's space was closed. In laboratory examination, hemoglobin level was 15.5 g/dL, leukocyte count was 36.1 × 10 9 /L, absolute neutrophil count was 3.9 × 10 9 /L, absolute lymphocyte count was 27.9 × 10 9 /L, absolute monocyte count was 3.4 × 10 9 /L, platelet count was 190 × 10 9 /L, LDH level was 353 U/L and other biochemical parameters were normal. The patient's bone marrow biopsy made in 2014 revealed that CD20, PAX-5, CD5, CD23 and Bcl 2 were diffusely positive, CD3-positive T cells were rare, and Cyclin D1 showed staining in the vascular endothelium. It was reported as "B cell lymphocytic infiltration ; consistent with small lymphocytic lymphoma/chronic lymphocytic leukemia". The classic cytogenetic results of bone marrow made in 2014 were found as 46, XX. Computerized Tomography (CT) of neck, thorax, abdomen and pelvis was performed for staging. In the neck CT scan,there were multiple pathological lymph nodes (the largest one was 2.5 cm in diameter on the right side) in the cervical region that showed occasionally conglomerate, and soft-tissue masses (the largest one was 1.5 cm in diameter on the right side) at both buccal levels that were localized in skin-subcutaneous tissue and exhibited an exophytic growth pattern. In the thoracic CT scan, there were multiple mediastinal lymph nodes (the largest one was 13.5 mm in diameter) and lymph nodes (the largest one was 3 cm in diameter on the left side) in both axillary areas. In the abdominal CT scan, the liver measured 17 cm, the spleen measured 13 cm, and there were multiple pathological paraaortic lymph nodes (the largest one was 25 mm in diameter). In the pelvic CT scan, there were bilateral inguinal lymph nodes (the largest one was 18 mm diameter). Chemotherapy was planned due to skin involvement in the patient with Rai stage II CLL, but the patient was followed up clinically because she did not accept chemotherapy. As a result, skin lesions that occur in different forms in CLL patients should be considered in terms of skin involvement of CLL, and skin biopsy should be performed. The need for surgery, chemotherapy, radiotherapy or follow-up in skin involvement of CLL should be assessed on a patient-by-patient basis. More research is needed to determine the impact of skin involvement on CLL prognosis and to improve follow-up standards.
